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F 000 | INITIAL COMMENTS F 000
. An annual recertification survey and complaint
. Investigations #26984, 27159, 27944, 27781,
1 28011, 28201, and 28402, were completed on
! September 12~14, 2011, at NHG Healthcare of i
t Murfreesboro. No deficiencies were cited refated '
| tothe complaint investigations under CFR Part
| 483, Requirements for Long Term Care Facilites. ¥ 241
F 2411483.16(a) DIGNITY AND RESPECT OF i i
o e E(> L)IALITY F241| Resident #12 received a }}01 meal
| and had her personal hygiene needs f
| The facility must promote care for residents ina |- tended to on 9/14/2011 at 8:45 AM.
: manner and in an environment that maintains or CNA # 1 was in-serviced on 9/21/11 |
| @nhances each resident's dignity and respect in by the Rehab Nurse Manager on ,

, full recognition of his or her individuality.

promptness of service and
; accommodation of patient needs.
f This REQUIREMENT is not met as evidenced All CNA’s will be in-serviced on

by :
: Based on medical record review, observation, PIORD mgzs C?f service and
' and interview, the facllity failed to provide I accommodation of needs by

! incontinence care timely respecting the dignity of 10/10/2011 by the Nurse Managers.

i one (#12) of twenty-six residents reviewed. A QA study on promptness of

| : service will be conducted by the

- The findi i :

: & findings included DON ot The Nuzse Ma.nager by

! Resident #12 was re-admitted to the facility on observation and interview of patients

i September 2, 2011, with diagnoses including Peg to ensure patients needs are being

| gl_.lbe placement and Stage 4 Chronic Kidney meet monthly times 3. This will be
13edse. i

! presented to the QA Committee,

| Medical record review of the Minimum Data Set The QA committee consistent of the

f dated August 12, 2011, revealed the resident Administrator, DON, HIM, Medical

] Iriiﬁ_lmred asslistance with all achwtieﬁ ofdgaly“ L | Director, Social Worker, Dietitian

i = and Doctors. The QA committee |

' Observation and interview on September 14, will review and make any i

2011, at 8:18 a.m., in the resident's room, recommendations for improvement.  10/10/11

\BORATORY IMRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
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1
Ty doficlency statomoant ending with on astariak (%) denotes a deficlancy which the Institution may be excused from correcting providing It Is datarmined that
har safsguards provido sufficlent protection to the patlants. (See Inatructlons.) Except for nursing homes, the findings stated above are disclosabls S0 days
llowing the date of survéy whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are dlsclosabls 14
lys following the dets these documents are mado avallnble 1o the faciity. If doficloncles ara cited, an approved plan of corraction Is requisits to continued
sgram panicipation,
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STREET ADDRESS, GITY, STATE, ZIP CODE
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0971412011

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL

TAG REGULATORY DR LSC IBENTIFYING INFORMATION)

PROVIDER'S PLAN QF CORRECTION
TAG CROSS-REFERENCED TO. THE APPROPRIATE

DEFIGIENCY)

{x3)

(X4) Ip ] SUMMARY STATEMENT OF DEFICIENGIES
]
i
1]

F 241 . Continued From page 1

; Tevealed the resident in bed, the resident's

' breakfast tray on the over bed table, with none of
" the containers opened. Interview with resident

+ #12 revealed the resident did not want the food

! tray set up because the resident was waiting for

+ Staff to return 10 the room and cleanup the

i resident | have a dirty diaper, they said thay

| would get help and be right back to clean me up,
! but no one has come back®

| Observation on September 14, 2011, from 8:20
i a.m. to 8:45 a.m,, (25 minutes) at the rehab |
| hurse’s desk observing the resident's doorway,

’ revealed three Certified Nurse Assistants (CNA)
: and four nurse’s passed the resident's door and
| none of the staff entered the room to assist tho

i resident

|
; |
|

I
f Intarview on September 14, 2011, at 8:45 a.m.,
with CNA #4 at the rehab nurse's desk revealed

t CNA #1 had delivered resident #12's breakfast

'

 tray to the room.

: Observation on September 14, 2011, at 8:47
ra.m,, revealed CNA #2 and CNA #3 entered

| resident #12's room and provided incontinence

- care for liquid feces. Continued observation

: revealed CNA #4 went to the facilily kitchen and
, 9ot a hot breakfast tray for the resident,

i Interview on September 14, 2011, at 9:05 am,,

- with resident #12 with CNA #2 and CNA #3

{ present in the resident's room, "...| waited over an
: hour for help, they said they would be right baek, |
]' watched the clock, this is too long to waitl...”

| Interview on September 14, 2011, at 10:44 a.m,

| near room 162 with CNA #1 confirmed CNA #1

F 241

1D
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘! COMPLETION
]
[
t
|
]
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NAME OF PROVIDER OR SUPPLIER
NHC HEALTHCARE, MURFREESBORO

STREBT ADDRESS, CITY, STATE, ZIP CODE
420 N UNIVERSITY ST
MURFREESBORO, TN 37130

xa)p | SUMMARY STATEMENT OF DEFICIENGIES I
PREFIX (EACH DEFICIENGY MUST BE PRECEDED SY FULL i
TAG I REGULATORY OR LSE IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

%)
DATE

1
F 241 Continued From page 2
 delivered resident #12's breakfast tray that
! morning and the resident had requested
i assistance with incontinence cars dua to having
! liquid feces, Continued interview reveated CNA
: #1 Jooked for another staff member to assist
i cleaning up the resident but no one was in the
: hallway and the CNA continued to deliver
i breakfast frays. Continued Interview confirmed
- the resident waited for 25-60 minutes for staff to
 return when the resident was soiled with feces did
. not respect the resident's dignity.
F 279 | 483.20(d), 483.20(k)(1) DEVELOP ,
§5=D ; COMPREHENSIVE CARE PLANS

| A facility must use the results of the assessment
. to develop, review and revise the resldent's
| comprehensive plan of care,

F The facility must develop a comprehensive care
| plan for each resident that includes measurable

| objectives and timetables to meet a rasident's |
' medical, nursing, and mental and psychosocial
| needs that are identified in the comprehensive
| assessment.

!
J The care plan must describe the services that are
! to be furnished to altain or maintain the resident's
J bighest practicable physical, mantal, and

: psychoscclal well-being as required under

1 §483.25; and any services that would otherwise

| be required under §483,25 but are net provided

; due to the resident's exercise of rights under

' §483,10, including the right to refuse treatment

. under §483.10(b)(4). .

. This REQUIREMENT is not met as evidenced
by '

F 241

F 273
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; DEFICIENGY)
F 279 | Continued From page 3 F 279! F279

. Based on medical record review, observation,
'and interview the facility failed to update the care
1 plan for two residents (#1, #17) of twenty-six

; residents reviewed.

% The findings included:

| Resident # 1 was admitted to the facility on
: August 9, 2010, with diagnoses including
; Dementia and Congestive Heart Failure.

| Medical record review of the resident care plan

i ravised July 8, 2011, revealed

1 "...Problem...overall decline in

| condition,..Approaches.. tilt back wheelchair for

| positioning. Continued medical record review of

 the current care plan dated July 20, 2011,

i revealed no documentstion of the positioning
devise,

i Interview with the Minimum Data Set Coardinator
: (MDS) #1 on September 13, 2011, at 10:30 a.m.,
1 at the west wing nurse's station, confirmed the

: facility failad to revise the care plan to address

i the positioning device.

| Resident #17 was admitted to the facility on June
|' 30, 2011, with diagnoses including Open Wound
| of the Anterior Abdomen Wall, Multiple Myeloma,
i Diabetes, Hypertension, and End Stage Renal

| Disease.

i

| Medical record review of the MDS (Minimum Data
! Set) dated August 21, 2011, revealed the resident
| scored 15 of 15 on the BIMS (brief interview for

| mental status), and received hemodialysis.

,' Interview with the resident on September 13,

Resident # 1 had her care plan
updated to reflect the use of a tilt
back wheelchair and/or rock-n-go
wheel chair on 9/14/2011. Resident
# 17 had her care plan updated on
9/14/2011 to reflect the actual vas-
cath device. All patients in tilt back ;
wheel chairs and rock-n-go’s will i
have their care plans reviewed and l
updated as needed by the Nurse ]
Manager By 10/1/11. All patients |
receiving dialysis will have their
care plans reviewed and updated by
the Nurse Manager to reflect
specific types of catheters in use by
10/1711. A Q A study of the care
plans will be conducted monthly by
the DON or nurse manager for 3
months. The QA study will be done
by chart audits and review of patient
devices. The QA study will be
presented to the QA committee.
The QA committee consistent of the
Administrator, DON, Medical
Director, HIM, Social Services,
Dietitian, and-Doctors: The QA
committee will review and make
recommendations for improvement.

10/58032;
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(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIRER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE CNE;'IE?DN

D
PREFIX
TAG
DEFICIENCY)

]
CGROSS-REFERENGED TO THE APPROPRIATE }
i

F2797 Continued From page 4
2011, at 3:40 p.m., in the resident's room,
, revealed the resident received dialysis at a local
1 clinic three days per week. Continued interview
. revealed the resident received treatment via a
: subclavian catheter located in the right chest
. dreag,

i Medical record review of the care plan updated
i August 14, 2011, did not reflest the subclavian
| catheter, including the type of care or
j precautions,
' Interview with the Director of Nursing (DON) on
f September 14, 2011, at 8:00 a.m., In the DON's
! office, confirmed the care plan did not address
i the resident's subclavian catheter for dialysis,
F 309 ]f 483,25 PROVIDE CARE/SERVICES FOR
Sa=p, HIGHEST WELL BEING

|

{ Each resident must receive and the facility must
i provide the necessary care and sefvices to attain
| o maintain the highest practicable physical,

1 Fnental, and psychosocial well-heing, in

; accordance with the comprehensive assessment
' and plan of ¢are.

1 This REQUIREMENT is not met as evidenced
| by:

' i Based on medical record review and observation
the facility failed to ensure communieation with
The End Stage Renal Dialysis Clinic (ESRD) for

| one resident (#17) of twenty-six rasidents

| reviewed,

|
f

F 279

F 309

[
! The findings included:

|
i
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x| SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATQRY OR LSC IDENTIFYING INFDRM&TION}

TAG i
[

iD |
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EAGH LDRRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

[X5)
COMPLETION
DATE

F 309 ; Continued From page §
i Resident #17 was admitted to the facility on June
i 30, 2011, with diagnoses including Open Wound
. of the Anterior Abdomen Wall, Multiple Myeloma,
: Diabetes, Hypertension, and End Stage Renal
; Disease.
; Medical record review of the Minimum Data Set
1 dated August 21, 2011, revealed the resident .
| scored 15 of 15 on the BIMS (brief interview for
i mental status), and received hemodialysls,

Interview with the resident on September 13,
2011, at 3:40 p.m., in the resident's room,

; revealed the resident recelved dlalysis at a local

- clinic three days per week, Continued interview

i revealed the resident received hemodlalysis
treatment via a subclavian catheter located in the

! Fight chest area.

| Medical record review revealed no documentaion
j of any cornmunication with or from the dialysis

clinic on the care or precautions of the subclavian
| cathster.

| Interview with the Director of Nursing on

i September 14, 2011, at 8:00 a.m., at the nurses’

’ station, confirmed the medical record contained

! no decumentation of communication with the

( dialysis clinic regarding the subclavian catheter.
F 315, 483.25(d) NO CATHETER, FREVENT UTI,
$s=D: RESTORE BLADDER

: Based on the resident's comprehensive
* assessment, the facllity must ensure that a

F 309

|

F 315

F309

Resident # 17 had information from
the dialysis center obtained on
9/14/11. All patients with dialysis
had information obtained from the |
dialysis center by 9/26/11. A dialysis
communication tool was developed
and the DON spoke to all dialysis
centers on its use on 9/20/11. All
licensed nurses will be in-serviced by |
the Nurse Managers on the new tool
by 10/10/11. A QA study on the use
of the tool will be conducted by the
DON or Nurse Manager monthly for
3 months. The QA will conducted by
chart audits. The QA study will be
presented to the QA committee
Wwhich consist of the Administrator,
DON, HIM, Medical Director, Social
Worker, Dietitian and Doctors. The
Committee will review and make any
recommendations for improvement.

1 10/10/11

- resident wha enters the facility withoutan
“indwelling catheter is not catheterized unless the
. resident’s clinical condition demonstrates that
| catheterization was necessary; and a resident

IRM GMS-2567{02-89) Pravious Vearslonz Obselola Evapt ID:1GV111
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F 315 Continued From page B F 315 '
! who is incontinent of bladder receives appropriate F31§ ’
j treatment and services to prevent urinary tract Resident # 12 had catheter and
! :’Efne;;gm: Sanggg_ é?:lore as much normal bladder perineal care performed following
; N as possinle. the procedure after the issues was
; brought to the unit mangers

|

f This REQUIREMENT is not met as evidenced
by:

] Based on medical record review, observation,

1 and interview, the facility falled to provide

| incontinence care correctly to prevent urinary

J tract infections for one (#12) of twenty-six

i residents reviewed,

[ s
| The findings included:

| Resident #12 was re-admitted to the facility on

| September 2, 2011, with diagnoses including Pag
: Tube placement and Stage 4 Chronic iidney

i Disease.

; Medical record review of the Minimum Data Set
, dated August 12, 2011, revealed the resident
 required assistance with all activities of daily
} living.
|: Observation on September 12, 2011, at 8:50
i @M., in resident #12's room revealed Certified
Nurse Assistant (CNA) #2 and CNA #3 assisted
the resident with incontinence care for liquid
feces and indwelling urinary catheter care.
. Continued observation revealed while the
: resident faid on the back, GNA #2 held the
1 resident’s indwelling urinary catheter drainage
: bag approximately tan ta twelve inches above the
| resident (allows the urine to run back into the
| bladder), while CNA #3 used a wet towel ta wipe
| the liquid feces from the resident's inner thighs.
I

attention. CNA’s # 2 and # 3 were
in-serviced on catheter and perineal
care on 9/21/11by the nurse
manager. All CNA’s will be in-
serviced by the nurse managers by
10/10/11 on catheter care and
perineal care. A QA study on
catheter care and perineal care will
be conducted by the DON and/or the
nurse manager by observation !
monthly for 3 months. The QA will |
be presented to the QA committee
which consist of the Administrator,
DON, HIM, Medical Director,
Social Worker, Dietitian and
Doctors. The QA committee will
review and make recommendations

for improvement. 10/10/11
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|
F 315 | Continued From page 7 F 315

: Continued observation revealed after the resident
| was assisted 0 lio on the right side CNA #2 using
; @ disposable wipe, washed from the resident's

" anus to the perineum (area between the vagina

» and the anus) to remave the liquid faces; while

i CNA #3 held the resident's indwelling urinary

: catheter drainage bag approximately twalve

; inches above the resident. Continued

; observation revealed as GNA #2 assisted the

i resident to a cornfortable position CNA #3 held

| the resident's indwelling urinary catheter drainage

| bag approximately twelve inches above the . |
' resident, - [

I
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE ’ COMPLETION
!
i
!
.‘

I
Interview on September 14, 2011, at 9:10 am., at

! the rehab nurse's desk with Unit Manager #1

| confirmed washing from a resident's anus,

| towards the perineum and holding an indwalling

! urinary catheter drainage bag above the resident

| could Gause a urinary tract infection and was not

| the correct pracedure to complete Incontinence [

1 care, L
F 371(483.35(i) FOOD PROCURE, F 371 ;
§8=F ; STORE/PREPARE/SERVE - SANITARY f

i Tha facility must -

- (1) Procure foed from sources approved or

! considered satisfactory by Federal, State or local
i authorities; and

[ (2) Store, prepare, distribute and serve food

| under sanitary conditions

I[ This REQUIREMENT is not met as evidenced [
!
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Fan ]‘ Continued From page 8 F 371
, by: ) 'NT-IC_Murfreﬁbam do&‘s mainain
: Based on observation and interview, the facility mim m]a,mcr Aﬁ“;,;:;‘:?
1' giletary eramnent failed to_maintain equipment various sizes were checked for
1 In a sanitary manner and failed to remove an wet nesting and pulled from
i expired food product. shelves and re-washed
i immediately. New muffin pans
i The findings included; kg ;]imﬁsmlm o
1 Observation on September 12, 2011, beginning The table mixer was cleancd i
| at 10:00 a.m., with the Registered Dietitian immeditely. The six bumer !
| present, revealad the followin g range top back splash and spill !
i 1.} Numerous one-half steam table pans and ﬁﬁ;‘;ﬁ’ﬁf’ remove the ,I
: one-third steam table pans were stacked and The can opener blade and gear !
. Stored wet on the storage rack. was replaced, |
-2.) The undersids of the muffin tins had a heavy . :
- accumulation of blackened debris. s prmenio pheage Wi
'3.) The mid-sized table top mixer had dried e el e
1 white and tan splatters on the underside of the checked for i
! appropriate
 beater arm, dates. The entire kitchen was
14,) The six burner range fop back splash and inspected for cleanliness on
| spill pan had a heavy accumulation of blackened 9/14/1 by the Diciary
| debris. it
:5.) The can opener had metal shavings present E’.Ef:,"; Mmigﬁ
; on the base of the cap opener. on proper cleaning und
: appropriate dates for new
| labels for opened food in
| Observation an September 12, 2011, beginning TOlREsRioe, il Seing
‘3t 10:18 a.m., with the Reglstered Dietian ond Sl e T i
Dietary Manager present, revealed the following: will conduct a QA study on wet
1.) In the walk-in refrigerator was a container nesting, sanitation and proper
I labeled Pimiento Cheese dated "9/3" (September storage ol epened (o by s -~
: 3), the Fu-u_d Safety and Sanitation
: Checklist monthly X3 months,
| This will be presented to the
i . . QA committee which consist
——interview-withr the-Reglstered-Dietitian-on qu!gﬁﬁBmmWJwr DON; :
: September 12, 2011, present during the Sy wnaan i,
r & L] i T H - 4 e I
: observations beginning at 10:00 a.m., in the ﬁ‘,ﬁ,ﬁ’ %ﬁ%?;ﬁﬁni ;
 dietary department, confirmed the pans on the will review and make ’
any recommendations. J oW
Event ID:IGV111 Facily iD; TN7505 It contlnuation sheiét Paga 9of 15
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F 371: Continued From page 9 F 371
' rack were stacked and stored wet, Further
!interview confinmed the underside of the muffin
 tins had blackened debris present, Further
L interview confirmed the mixer had not been used
: since last night and the underside of the beater
| arm had dried tan and white splatters present.
, Further interview confirmed the range top back
. splash and spill pan had an accumulation of
| blackened debris. Further Interview confirmed
I' the can opener had metal shavings present,
Continued interview confirmed the pimiento
i cheese “was out of date” and was to have been
discarded.
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441

§8=D ] SPREAD, LINENS

| The facility must establish and maintain an

1 Infection Control Program deslgned to provide a

| safe, sanitary and comfortable environment and

| to help prevent the development and transmission
+ of disease and infection,

: {a) Infection Control Program

. The facility must establish an Infaction Control

1 Program under which it -

| (1) Investigates, controls, and prevents infections
: in the facility;

* (2) Decides what procedures, such as isolation,

: should be applied to an individual resident; and

| (3) Maintains a record of incidents and corrective
i actions.related to infections.

(b) Preventing Spread of Infection
(1} When the Infection Control Program
| determines that a resident needs isolation to
i prevent the spread of infection, the facility must
 isolate the resident.
| (2) The fagility must prohibit employaes with a

IRM CM5-25687(02-30) Previous Vorolon Coaslota Evort ID:IGV111

Faciity 1D: TN7505 If continuation shoot Page 10 of 15
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] ]
| Faa | Continued From page 10 Fa41 F441
| Communicable disease or infected skin lesions
j from direct contact with residents or their food, if The red bag that was identified on
I direct contact will transmit the disease, the floors ident #2 " |
' (3) The facility must require staff to wash thelr O0FI. fesicen ; Md. 20 i
1 hands after each direct resident contact for which room was removed immediate]y and !
| hand washing is indicated by accepted the contents disposed of properly.
i professional practice. All isolation rooms were checked for
! (¢ U red bags ot in containers by the
] nens N : : ;
i Personnel must handle, store, process and UIse managers. An m-service will
- transport linens so as to prevent the spread of be conducted by the Nurse Managers
linfection, for the staff by 10/10/11. A QA
| study of proper placement of
" biohazard bags by room observation
This REQUIREMENT s not met as evidenced will be conducted by the DON or
| tg: y RR— ; : Nurse Manager monthly for 3
ased on medical record review, observalion, :
, facility policy review, and interview, the faclity months. The QA. will bc.p rcsentt_:d
! falled to follow the facility's policy for Infection to the QA coryumttee which consists
! Control for two residents (# 2, #20) with of the Administrator, DON, HIM,
! clostridium difflcle of twenty-six residents Medical, Social Worker, Dietitian,
| reviewed. and Doctors. The QA committee
] The findings included: will review and make any
[ _ recommendations for improvement.
]' Resident # 2 was admitted to the facility on i
» February 4, 2011, with diagnoses including 10/10/11
_Alzheimer’s Disease, Dementia, and Anxiety
i State,
] Medical record review of a laboratory result dated
; August 30, 2011, revealed "...C (clostridiurn)
; Difficile (bacterium that causes diarrhea)
; pos;'tivg..." L
; Resident # 20 was admitted to the facility on June
i 16, 2011, with diagnoses including Conge;tive
IRM cms-zsiﬁrromno) Provious Verslona Qbzolate Evont ID: IGV111 Facllity (D! TN7505 if continuatlon sheet Page 11 of 15
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[
: - ]
F 441 Contitued From page 11 F 441

! Heart Failure, Anemia, and Chronie Kidney
| Disease.

.! Medical record review of a laboratory resuit dated
i August 24, 2011, reveaied "...C (clostridium)
' Difficile positive..."

! Observation of resident #2, and #20 (roomates)
! in the residents roam on Septernber 13, 2011, at
: 8:02 a.m,, revealed both residents were in

: contact isolation, Continued observation of the

i resident’s room at this time revealed a red

| biohazard bag partially filled with finens, In the

| floor in front of residant # 2's bed, not in a

. container,

: Review of the facility's policy far " Clostridium

" Difficile Guidelines” revealed “...contact
: Isolation:..,all trash and linen containers will be

Hined with red biohazard bags..."

; Observation and interview with the unit manager
| #2 on September 13, 2011, at 8:12 a.m., in the

i resident's room confirmed the red biohazard bag
i should be placed in a container.

UInterview with the Director of Nursing on

| September 13, 2011, at 8:15 a.m., at the west

! unit nurse's desk confirmed that the facllity's

. failed to maintain infection control for residents i

! with clostridium difficle. '
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456'
ss=D | OPERATING CONDITION -

| |

{ The facility must maintain all essential
] mechanical, electrical, and patlent care ]
i equipment in safe operating condition.

J

IRM CM5-2567(02-99) Previous Veralons Ohsolele Evant 10:1GV111

|
]
i
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j H
F 4561 Continued From page 12 F 456 :
! F456 ‘
! This REQUIREMENT s nat met as evidenced
“by: ]I:IJf-lC Murfreesboro doss maintxin
| Based on observation and Interview, the facility gosential mechanical, electrioa, !
: failed to maintain the tilt skillet in the dietary ::gmomng;gggw '
| department and failed to maintaln the The missing vent cover on the lid
, termperature control mechanism for one of three of the tilt skillet was replaced on
. Steam tables observed. 9714/11 by the Dictary Manager,
i The 2West steam table
: . . - control knobs were ordered and
! The findings included:; replaced 9/23/11 by maintenance,
’ In-service to dietary stafl will
| Observation on September 12, 2011, at 10:17 be danc 9/28/11 by the Dietary
i a.m,, In the dietary department with the dietary gmgf" to discuss s
: manager present, revealed a missing vent cover o Te Ve e
' on the lid of the tilt skillet. Further observation Bistary Sisinees ol S
: revealed the tilt skillet was in use at the time of a QA study by using the Food
l the observation, Sufety and Sanitation Checeklist
Monthly x 3 months, This will
I . ; : Be prasented to the QA
i Interview with the dietary manager on September : : )
112, 2011, at 10:17 a.m. in the dietary department, Sl S conmc e
: confirmed the skillet vent was to be covered. Medical Dicector, HIM, Social
Worker, Dietitizn, and
. | Observation on September 13, 2011 at 8:00 a.m., Podiis The QTc:]mmincc
of the two waest dining room tray line in operation, will review and make any
{ with the dletary manager present, revealed the recommendations, S
| temperature control knobs on the right hand side
. of the steam table were missing.
[
i Interview with the dietary manager at 8:25 a.m.,
i on Septernber 13, 2011, in the two west dining
| room, confirmed that temperature control knobs
['were to be in place,
F 514, 483.75())(1) RES F 514
35=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB
ILE S—
-
The facility rnust maintain clinical records on each
! resident in accordance with accepted professional
| .
DRM CMS-2567(02:09) Provinua Visralona Oboolole Event ID:IGV111 Facllty (D: TN7505 If continuatlen sheet Page 13 of 15
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F 574 | Continued From page 13 F514| p514
| standards and practices that are complete;
I accurately documented; readily accesslble; and Resident # 13 had an MD order in
|

! systematically organized.

| The clinical record must contain sufficient

1 Information to identify the resident: a record of the
: resident’s assessments! the plan of care and

| services provided; the results of any

f preadmission screening conducted by the State:

, and progress notes,

|

!'This REQUIREMENT is not met as evidenced
; by: ,

i Based on medical record review, observation,
| and interview, the facility falled to maintain a

: complete medical record for one (#13) of

i twenty-six residents reviewed,

: The findings included:
| Resident #13 was admitted to the facility on
1 August 30, 2011, with diagnoses including Pubie

| Fracture, Hyponatremia (low sodium), and History
! of Fall.

|

; Medical record review of the physician's
admission orders dated August 30, 2019,
i revealed "., Fluid restriction 1200ml/day (per

| day)..."

| Medical record review of the resldent’s August
t 2011, Medication Administration Record (MAR)
: revealed "...Fluid restriction 1200ml/day...”

the computer that was printed and
placed on the medical record on
9/14/11 that showed the fluid
restriction was discontinued on
8/31/11. All MD orders will be
reviewed by the Nurse Manager to
ensure they are part of the hard copy
chart by 10/1/11. An in-service will
be conducted for Licensed nurses by
the Nurse Managers by 10/10/11 on
the proper process for completing
and filing of physician orders. A
QA study will be conducted by the
DON or Nurse Manager monthly
for 3 months by chart review and re-
cap reviews. This will be presented
to the QA Committee which consist
of the Administrator, DON, Medical
Director, HIM , Social Worker,
Dietitian, and Doctors. The QA
committee will review and make
recommendations,

]IIDHUIII

— record review of tha resident's
' September 2011, MAR revealed no entry for the

| fivid restriction.

1
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F572, Continued From page 14 i Fs514

’ =
| Observation en September 13, 2011, at 8:00
Ir a.m,, 9:40 a.m., 11:05 a.m., in the resident's
; roomn revealed a pitcher filled with ice water, on
the over bed table, and within the resident's

reach,

|'

!

[' Interview on Saptember 13, 2011, 1:15 p.m., with

i Certified Nurse Assistant (CNA) #2 in the

| resident’s room revealed the CNA had refilled the

]' resident's water pitcher two times since 10:00
a.m,, that morning. Continued interview and !

| review of the residents September 2011, Rehab

i Patient Group Worksheet with CNA #4 revealed

[ the resident had a fluid restriction of 1200 ml/day.

 Interview on September 13, 2011, at 3:47 p,m., in
1 the one west hallway with the Director of Nursing
: (DON) revealed on August 31, 2011, the

« physician discontinued the order dated August

, 30, 2011, for resident #13 to have fluids restricted
. to 1200 mifday, and was unawara if the

1 physician's order was in the resident's medical

; record,

! Interview on Septemnber 14, 2011, at 10:00 aum.,
in the one west hallway with the DON confirmed
the physician’s order for August 31, 2011, to

1 discontinue resident #13's flyid restriction of 1200
! mi/day was not in the resident's medical record,

. and the medical record was not complete,

QORM CMS-2567(D2-89) Previous Verplons Obsalels Event ID:)GV111 Foclllly 1D TN7505 If continuatlon sheat Paga 15 of 15




